Executive Summary
The Iowa Integrated Health Home (IHH) initiative was launched in 2013 as a partnership between the Iowa Department of Human Services (DHS) and Magellan Behavioral Care of Iowa, a private health management company that has managed the Iowa Plan for Behavioral Health (Iowa Plan) since 1995. The purpose of an IHH is to provide whole-person, patient-centered, coordinated care for adults with a serious mental illness (SMI) and children with a serious emotional disturbance (SED). IHH sites are responsible for comprehensive care management, care coordination, health promotion, comprehensive transitional care, facilitating access to individual and family support services, and referring clients to community and social support services.
Qualitative, in-depth telephone interviews were conducted with administrators (n=28) at Phase I and II sites across Iowa. Administrators were asked to comment on barriers and facilitators related to different aspects of IHH program implementation, including recruitment and enrollment of members, care coordination, performance measures, and communication with program administration. Interviews were transcribed and analyzed for common themes.
Interviews with administrators revealed several issues related to IHH program implementation. Many activities mandated by the program-namely, recruitment of new members, expectations for program performance measures, and administrative load--were perceived as unduly burdensome to agencies. Although communication from IHH program administration was mostly described as sufficient in quantity, respondents felt that guidelines issued by the administration were often inconsistent and lacked an understanding of circumstances at the agency level.
Practice Transformation Coaches (or 'practice coaches'), who are contracted with the program to instruct and assist IHH sites with issues related to technical assistance, practice transformation, and quality improvement, were also interviewed (n=3). Using a brief qualitative instrument, practice coaches were asked about the purpose and scope of their role, the support needed by IHH sites, their perspective on lessons learned from Phases 1-3 of the program, and ways program administration can enhance support and communication with practice coaches and program sites. Practice coaches reported giving assistance to IHH agencies of a type and degree that varied widely by site. Practice coaches described concerns about the program similar to some raised during interviews with administrators-namely, issues associated with the enrollment period and communication with Magellan about program guidelines and best practices.
IHH Program Background
Under Section 2703 of the Patient Protection and Affordable Care Act (ACA) of 2010, states were given the option to submit a State Plan Amendment (SPA) for the establishment of 'health homes' targeting Medicaid enrollees with chronic health conditions. As defined by the Centers for Medicare and Medicaid (CMS), the health home model provides care that is patient-centered, comprehensive, team-based, coordinated, accessible, and focused on quality and safety.
1 The Iowa Integrated Health Home (IHH) initiative was launched on July 1, 2013 as a partnership between the Iowa Department of Human Services (DHS) Magellan Behavioral Care of Iowa, a private health management company that has managed the Iowa Plan for Behavioral Health (Iowa Plan) since 1995. 2 The purpose of an IHH is to provide whole-person, patient-centered, coordinated care for adults with a serious mental illness (SMI) and children with a serious emotional disturbance (SED) . 3 The IHH represents an adaptation of the evidencebased practices of the health home model to locate the health home in behavioral health practices and incorporate a focus on behavioral care for individuals with serious psychological conditions. Enrollment in an IHH is intended to mitigate some barriers to care among this population-namely, the challenges involved with navigating fragmented systems of care which often lack adequate coordination between behavioral and physical health services. Many primary care providers may lack the specialized training needed to help patients manage a mental health diagnosis, while behavioral health providers are limited in their knowledge and experience with physical health conditions and the scope of primary care services they can provide. The IHH initiative attempts to create a singular point-ofaccess for individuals with a mental health diagnosis to obtain coordinated, comprehensive healthcare services across a spectrum of needs and conditions. Through the IHH initiative, care is provided by community-based health homes across the state and overseen by Magellan, which is the lead administrative body for the program. Iowa DHS oversees the Iowa Plan for Medicaid-funded services, while IDPH manages the Iowa Plan for IDPH-funded substance abuse services. To be credentialed as an IHH, providers must meet criteria related to behavioral health accreditation and demonstrate the ability to establish the team of healthcare professionals needed to provide comprehensive care coordination.
Beginning July 1, 2013, five Iowa counties (Linn, Polk, Warren, Woodbury, and Dubuque) began offering services as part of Phase I, with the remaining sites phased in as part of Phase II (April 2014) or Phase III (July 2014) over the succeeding 18 months. Individuals with an SMI already receiving communitybased care through the Medicaid case management service known as Targeted Case Management (TCM) were given a transition period of six months after assignment to an IHH for the complete transfer of care over to the IHH. As of January 2015, more than 21,000 individuals have been enrolled in the program. 
Scope and services
The goal of an IHH is to provide whole-person, patient-centered, coordinated care for individuals with SMI or SED to improve overall health outcomes. Under the stipulations of the program, an IHH is responsible for the following.
Comprehensive Care Management
• Prevention and management of physical and behavioral health problems
Care Coordination
• Establishment of a team of healthcare professionals who support an integrated system of care for the patient for all of their healthcare needs
• Involvement of the individual and family in the creation of a goaloriented and person-centered care coordination plan (CCP)
• Collaboration as needed with community-based or other supportive services
Health Promotion
• Empowerment of individuals and families to make healthier decisions and engage in self-management and monitoring of health status
Comprehensive Transitional Care
• Establishment of a comprehensive discharge plan after emergency department admission or hospital stays, including but not limited to the development of a safety/crisis plan, review of medications, identification of linkages between long-term care and home and community-based services, and ongoing follow-up
Individual and Family Support Services
• Facilitated access to a network of peer and family peer support specialists
Referral to Community and Social Support Services
• Involvement of and coordination with community agencies and other partners to provide services and supports to individuals and their families.
Provider eligibility
• To be credentialed as an IHH, providers must be accredited under the Iowa Code as o A community mental health center', o A mental health service provider, o A residential, licensed group care setting, or o A psychiatric medical institution for children (PMIC) facility.
• Eligible providers can also be those that meet national accreditation standards that apply to mental health rehabilitative services as determined by the Council on Accreditation (COA), the Joint Commission, or the Commission on Accreditation of Rehabilitation Facilities (CARF).
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• Providers must also demonstrate the provision of community-based mental health services to the target population. 
Member eligibility

Adults
A Medicaid-enrolled adult (18 or older) in Iowa with a diagnosis meeting the criteria for a serious mental illness (SMI) is eligible for IHH services. SMI refers collectively to a subset of diagnosable mental disorders and may include major depressive disorder, schizophrenia and related schizoaffective disorders, bipolar disorder, obsessive-compulsive disorder (OCD), and psychotic disorders. SMI is characterized by extended impairment in functioning and reliance on psychiatric treatment, rehabilitation, and supports exceeding that required by less severe mental disorders.
Children
A Medicaid-enrolled child or youth up to age 18 in Iowa who meets the criteria for a serious emotional disturbance (SED) is eligible for IHH services. A SED is defined as a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet criteria as specified by the most current edition of the Diagnostic and Statistical Manual of mental disorders (DSM) that has resulted in "functional impairment which substantially interferes with or limits the child's role or functioning in family, school, or community activities."
7 A determination of SED may co-occur with substance abuse disorders, learning disorders, or intellectual disorders that may also be a focus of clinical attention. 
Methods
Interviews with site administrators
In-depth, qualitative telephone interviews with IHH site administrators were conducted in order to better understand successes and challenges related to IHH implementation. A semi-structured qualitative interview protocol was developed by researchers at the University of Iowa Public Policy Center in consultation with representatives from the Iowa Medicaid Enterprise (IME).
The interview protocol was pilot tested on two IHH administrators and refined based on their recommendations.
Interviews were conducted with Phase I and II sites only. Information about IHH site phase, counties served, population (adult, pediatric, or both), and contact information for administrators was provided by Magellan. Administrative contacts were mailed a letter explaining the purpose and methods of the study. The letter also contained a request (and instructions) to contact the University of Iowa Public Policy Center to schedule a 45-minute interview. Recruitment letters were mailed to each Phase I or II site (n=28). Administrators who did not contact the University of Iowa to schedule an interview within one week of the mailing were sent a follow-up email. A total of 28 administrators from 20 different agencies were interviewed for this study.
Interviews with practice coaches
Practice Transformation Coaches (or 'practice coaches'), who are contracted with the program to instruct and assist IHH sites with issues related to technical assistance, practice transformation, and quality improvement, were interviewed (n=3). Using a brief qualitative instrument, practice coaches were asked about the purpose and scope of their role, the support needed by IHH sites, their perspective on lessons learned from Phases 1-3 of the program, and ways program administration can enhance support and communication with practice coaches and program sites.
Interviews were conducted over the phone after completion of the administrator interviews and were audio-recorded and transcribed. Themes uncovered from interviews with practice coaches are described below.
Findings Interviews with site administrators
Recruitment and retention of clients to IHH program
Internal referrals of clients
Several agencies did not have to conduct many recruitment activities to get clients enrolled in the IHH program due to a high volume of referrals from existing case management services and other programs internal to the agency. In general, respondents from larger agencies that offer multiple programs serving Medicaid-eligible individuals with a behavioral health diagnosis reported the greatest proportion of internal referrals to the IHH program. A respondent from one agency described the attribution list as helpful in identifying 'low-hanging fruit'-i.e., taking individuals from the list whose entries are complete and reaching out to those individuals and families first as a starting point for recruitment.
Community outreach and referrals
Interviewees noted that drawing on existing community partnerships to garner referrals from other agencies was a particularly successful means of recruitment. Many respondents noted that targeting providers who serve a similar population and educating them about the IHH program was generally more successful than direct community outreach with the public. Some respondents recalled having a presence at community health fairs or related outreach events, but that these were generally less effective in bringing patients in the door than provider education. 
why don't you give us your contact information and we'll follow up with you. And they do, but then oftentimes we can't ever get ahold of them after that.
Cold calling and door-to-door outreach were generally not effective in engaging potential members, in part because of the inaccuracy of the attribution list and the difficulties of reaching this population. Some administrators were hesitant to send program staff out to client homes, and found that individuals and families were not receptive to this mode of communication about the program.
Other recruitment strategies
In terms of specific recruitment and engagement strategies that proved most successful, agencies identified personalized contact and consistent messaging as key components in directly engaging potential clients. Many families lacked an understanding of how the IHH model offers benefits different from that of a traditional mental health services provider, and were more responsive to outreach that involved warm, personal connections with staff members who took time to explain the program. A few IHH sites with strong connections to local hospitals described effectively using the emergency department as a place to recruit new members.
Yes I do. I think that it's still hard for people to understand what
Two team members go up two days a week and kind of present IHH and what it is and the benefits of it.
To all of the people who are admitted for that time being, on that day. So they not only get the education. But they also, again, get to meet the team members and who they may be working with.
Impact of recruitment on agency
Respondents were asked to describe the impact of recruitment activities on the agency. Many agencies-particularly smaller agencies with fewer staff members--reported feeling overwhelmed by the demands of recruiting members to the IHH program.
…when you're trying to take care of the cases you currently have, it's hard to go out and build more cases. Because we're kind of at our max.
For most agencies regardless of size, the focus on meeting enrollment goals in the first few months of the program meant insufficient staff time focused on actually developing the program and coordinating care for members. Many respondents reported feeling initially unprepared to provide services to the new influx of IHH clients after the burden of meeting enrollment quotas. 
Use of Intake Coordinators
Agencies implemented multiple different strategies to get eligible members enrolled efficiently in the program. Some sites-typically those who are larger or more well-established--have been able to hire and utilize a dedicated intake coordinator.
The most successful practices reported by administrators include heightening staff accountability for different points in the intake process, timely follow-up with enrollees, consistent communication with enrollees, and sending one or more members of the care team to meet the client quickly after enrollment is initiated. However, agencies were often met with disinterest from clients even after completion of the enrollment process and establishment of a care team. Many administrators described the frustration that resulted from using limited staff resources toward enrollment only to be met with a client who refuses follow-up. Other members who chose to dis-enroll reported a mismatch between their expectations for the program and the realities of care coordination. Some of these members were former intensive case management (ICM) clients who had been transitioned to IHH and were accustomed to a different intensity and model of care.
Um, I think the benefits of that is
Um, well, some of it in the beginning was just, um, kind of adversarial because they wanted their targeted case manager back.
Patient care
Medical information
All agencies interviewed reported that their agency tracks baseline medical information (e.g., vitals, weights) for IHH clients. However, this information is obtained in a variety of ways depending on the structure and staff composition of the site. Many IHH sites are not clinics and are only able to collect cursory clinical information on clients like height and weight. As one respondent pointed out, "We did not evolve out of a clinic. We are evolved out of the child welfare agency as a community-based service, so. It's basically not a medical environment that we're in."
Some IHH sites that are not based in a clinical setting described some additions to the provision of medical or primary care services as part of the IHH program. 
Rural-urban differences in care coordination
One theme that emerged from interview responses was the difference in the ease of care coordination for IHH sites in rural areas versus those in more populous areas. In more urban parts of the state, IHH providers may face a barrier to coordinating care in terms of the greater volume of outside providers, hospitals, and services available when they are trying to communicate with multiple providers for an IHH client. More rural communities may only have one hospital and a small number of other medical providers, making it easier for the IHH care team to pinpoint where a client has been seen and coordinate care. In addition, IHH sites in smaller communities may benefit from a more personal relationship with providers outside of the agency, resulting in greater ease of communication among offices.
Performance measure collection by the IHHs
Several of the performance measures for the program emerged as particularly challenging for IHH sites to work toward and meet. These problematic measures include those on which the IHH staff can exert limited control, such as the flu shot, ADHD screening (for pediatric sites only), and the emergency department 7-day-follow-up requirement. 
Risk stratification
Respondents from the majority of agencies described their IHH site as being in the early stages of fully implementing risk stratification. Many agencies currently rely on spreadsheets to track relevant client information but are unable to pull population data at a more sophisticated level. Other agencies have adapted the tool provided by Magellan to stratify their patient population.
Emergency department utilization and hospital admissions
Identifying ED visits
Respondents were asked to describe the process of identifying when an IHH member has visited the emergency department (ED). According to respondents, this process lacks a consistent means of getting accurate, timely information about ED utilization among IHH members.
So it's really hit or miss, but there's no consistent way, and I would not say that we have good tabs on when that is happening.
At the most basic level, agencies will look at information from the sweep reports given to them by Magellan. However, these sweep reports are unreliable in that agencies only receive them after the patient is already discharged.
Um, Magellan does provide (sweep) reports, but they're pretty worthless because some of them have been, literally, a couple of weeks delayed.
The lack of timeliness impacts both patient care--since the IHH care team is unable to establish follow-up while the member is still in the hospital and are excluded from discharge planning--and performance measure outcomes, since the lag time between generation of a sweep report and the establishment of a follow-up appointment is often greater than the seven days permitted by the measure.
Respondents described factors that have been most successful in quickly identifying when IHH members have been admitted to the hospital. The single most effective strategy described by respondents was establishing a strong and mutually communicative relationship with the hospital(s) at which their IHH clients are typically seen.
But I think we've built the relationships with the hospitals so they at least make us aware as much as they can.
Other respondents described the benefit of building trust and communication with the clients themselves and/or their families. Respondents described how clients who have a strong relationship with their IHH care team are more likely to contact the IHH when they have been admitted to the hospital.
Um, a pocket of the population, like they've been more upfront because they've been comfortable with their team members.
Decreasing ED utilization
On the preventive side, agencies have tried a variety of tactics to encourage appropriate ED utilization among their IHH clients. Respondents from almost all agencies interviewed reported either that their agency has an in-house 24-hour crisis line or that a crisis line exists in the community to which they can refer clients. Many agencies have created promotional materials such as magnets or handouts with the number of the crisis line printed on it. 
Follow-up care
Despite the lack of consistent and timely information about ED utilization among IHH members, many IHH sites described their work on the back-end of the visit trying to obtain follow-up care for the client. 
So when or if I get a sweep report from
Discharge planning
The IHH team at many sites is typically excluded from discharge planning following a hospitalization by one of their clients. The IHH agency is often not notified about an ED visit until after the patient has already been discharged. 
Community resources
Respondents described the availability of community services in their area for the IHH population. IHH team members routinely work with a wide variety of community-based organizations to connect their clients with relevant services. Community resources commonly utilized include: other mental health service providers or agencies, housing and food assistance, and transportation.
For agencies with sites in multiple locations, some sites were described as being more resource rich than others. The program as a whole may be able to draw upon the resources and expertise of the site within a larger city, but issuesnamely, transportation--remain with connecting patients with these services. Administrators were asked about the process by which connections to community organizations were made in their agency for IHH clients. In most cases, IHH staff members come from the very community they serve and are extensively familiar with the services available in the area. Some agencies use a binder or informational board to keep staff up-to-date on available opportunities and services.
Administrative considerations
Habilitation funding and case management services
Many IHH administrators reported difficulties with the integration of case management services (for adult clients) and Children's Mental Health Waiver services (pediatric clients) into the IHH model. 
Changes in provision of services by type of provider
Administrators were asked to speak to any changes in provider roles and responsibilities resultant from IHH implementation. Many reported that they had not noticed a shift in how different types of providers practiced as a result of the program. However, several respondents described initial difficulties for practitioners making the mental shift from direct care provision to care coordination-particularly among providers used to high amounts of patient contact, like social workers. 
Yeah. I think in the beginning
Paradigm shift
Administrators reported varying degrees of frustration or challenges in the transition from a fee-for-service model of care provision to the care coordination model espoused by the IHH program. Several respondents described how their agency had already functioned in this manner before IHH implementation; therefore, the transition was relatively seamless. 
Magellan
Administrators were asked to comment on the level of support and communication provided by Magellan throughout the process of IHH implementation. The overriding sentiment expressed among respondents was that Magellan had tried its best but had neglected in many ways to provide adequate support to IHH sites and take feedback into consideration. 
Administrative load
Most respondents described how involvement in the program had resulted in sharp increases in administrative work for IHH staff, particularly on the front end of the program. Administrators described the burden of additional paperwork, staff training time, quality assurance improvements, and changes to agency structure that arose from the program.
Many of the frustrations related to this increase in administrative load were compounded by the perceived lack of assistance from Magellan during the program's roll out. Several respondents described feeling unsupported in tackling issues related to different aspects of the program. 
Communication with Magellan
Communication between Magellan and IHH administrators at individual sites was described as a 'mixed bag' by one respondent-a sentiment echoed by many other administrators interviewed. Respondents named specific individual staff members at Magellan who they described as helpful and responsive, and in particular were complimentary of the billing department for their willingness to answer questions and troubleshoot issues with individual sites. 
Interviews with IHH Practice Coaches
A total of 6 practice coaches were in practice at the time of interview sampling. Three practice coaches were selected to participate in interviews in order to purposefully represent a range of practice coach settings and roles. One respondent worked for the University of Iowa, another for a private healthcare consulting firm, and the third was an independent contractor overseeing other practice coaches.
Purpose of practice coach role
Practice coaches felt their role was in line with the formal title of 'practice transformation coach' in the sense that they instructed and supported IHH sites in the transition to becoming a patient-centered medical home.
[ 
Support provided to IHH sites
Practice coaches were asked about issues and questions commonly presented to them from the IHH sites in their service area. All three practice coaches interviewed had provided support to IHH sites in each of the program phases (Phase 1, Phase 2, and Phase 3). Respondents described how needs differed depending on where an individual site was in the process of program implementation. IHH sites initially needed support with recruitment, marketing, and enrollment of clients into the program. Once enrollment quotas were met, respondents described the need of sites for help with building internal processes related to implementing the program. 
Lessons learned
Echoing the concerns raised in interviews with IHH administrators, the practice coaches interviewed touched on the difficulties associated with the initial enrollment push of the program. 
Communication with Magellan
Again echoing the sentiments of IHH agency administrators, practice coaches characterized Magellan's leadership throughout the program's rollout as well-meaning but with some issues. 
